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1682-606X/Copyright ª 2015, TaiwanSummary A 54-year-old male patient underwent an L3e4 and L4e5 microdiscectomy. Two
days after this operation, he suffered from acute abdominal pain accompanied by nausea
and vomiting. A plain upright abdominal radiograph demonstrated multiple dilated small bowel
loops with air-fluid levels. Abdominal computed tomography demonstrated diffuse dilatation
of the small bowel loops with collapsed colon lumen. Laparoscopic laparotomy was performed
after 4 days of conservative therapy without improvement. A 2e3 cm transmesenteric hernia,
an uncommon type of internal hernia, and a short segment of entrapped jejunum were
observed 40 cm from the ileocecal junction. The entrapped jejunum was viable and removed
from the mesenteric defect without resection, and the defect was repaired; the patient recov-
ered after laparoscopic repair. Small bowel obstruction caused by a congenital defect in the
intestinal mesentery following microscopic discectomy has never been reported.
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Figure 1 Plain upright abdominal radiograph demonstrating
multiple dilated small bowel loops with air-fluid levels
(arrows).
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Lumbar microdiscectomy is a common procedure for most
neurosurgeons and typical long-term outcomes are positive.
Although not a high-mortality procedure, lumbar micro-
discectomy is nevertheless risky. Among its various com-
plications, small bowel obstruction caused by intestinal
injury as a result of inadvertent perforation of the anterior
annulus fibrosis and anterior longitudinal ligamentis is a
rare but life-threatening complication.1
Houten et al1 stressed the depth to which instruments,
particularly pituitary rongeurs, are inserted into the disc
space and suggested performing less aggressive dis-
cectomies to reduce the incidence of careless violations of
the anterior annulus fibrosis and anterior longitudinal liga-
ment. They also asserted the necessity of retrieving the full
volume of irrigated normal saline instilled in the disc space,
which is a useful maneuver to assess the probability of
whether the anterior annulus has been perforated.
In addition, major vascular injury is also a common
complication of lumbar disc surgery. Intraoperative lacer-
ation of the vessel may cause immediate life-threatening
hemorrhage or delayed formation of pseudoaneurysms or
arteriovenous fistulae.2,3
This study reports a patient with lumbar disc herniation
who underwent microdiscectomy, in which the disc was
successfully removed and the amount of retrieved irrigated
fluid was equal to the instilled solution. However, the pa-
tient later sustained a small bowel obstruction because of
an unexpected transmesenteric hernia, which is an un-
common type of internal hernia.4 The transmesenteric
hernia was successfully treated using endoscopic
laparotomy.
2. Case report
A 54-year-old male patient with no history of previous
abdominal surgery or a detectable hernia defect prior to
the operation, experienced low back pain with radiation to
the left thigh for 3 months prior to hospitalization. He also
experienced intermittent claudication and numbness in the
left calf. Magnetic resonance imaging of the lumbar spine
showed L3e4 and L4e5 herniated discs. He was initially
treated using physical therapy, but the discomfort persisted
without improvement. Therefore, he underwent an L3e4
and L4e5 microdiscectomy, which alleviated the symp-
toms. After surgery, the patient was advised to rest in bed
to reduce the operative wound pain on the 1st post-
operative day. However, 2 days after microdiscectomy, he
complained of acute abdominal pain accompanied by
nausea and vomiting. The pain was colicky and located
primarily in the upper abdomen. Leukocytosis (12.4  109/
L) with a neutrophil predominance of 84.4% was noted.
Physical examination revealed no rebounding pain or
abdominal muscle guarding. A plain upright abdominal
radiograph demonstrated multiple dilated small bowel
loops with air-fluid levels (Fig. 1) in the midabdomen, and a
lack of free air in the abdominal cavity. Abdominal
computed tomography (CT) revealed diffuse dilatation of
the small bowel loops with a collapsed colon lumen; the
transitional zone appeared to be at the distal ileum (Fig. 2).After 4 days of conservative therapy without improvement,
the patient underwent a laparoscopic laparotomy. A
2e3 cm defect was noted in the ileum mesentery (Fig. 3A),
located 40 cm from the ileocecal junction, through which a
short segment of the jejunum was entrapped. The entrap-
ped jejunum was viable (Fig. 3B) and was removed from the
mesenteric defect without resection, followed by success-
ful repair of the defect (Fig. 3C). The postoperative course
was uneventful.3. Discussion
Small bowel obstruction caused by intestinal injury
following lumbar discectomy frequently results in extreme
pain or death of the patient. Patients typically complain of
abdominal pain and distention over the course of several
days after lumbar disc surgery. Free air in the abdominal
cavity may be revealed by imaging studies, such as plain
upright abdominal radiographs or abdominal CT scans. Ur-
gent surgical intervention is essential to halt the progres-
sion of peritonitis and eventual sepsis. In this case, no
evidence of intestinal perforation leading to peritonitis was
revealed by physical examination and free air was also
absent in the imaging study. Exploratory laparoscopic lap-
arotomy revealed no evidence of intestinal injury or a
transmesenteric hernia, an uncommon type of internal
hernia that causes small bowel obstruction.
Goodkin and Laska5 reported 21 cases in which an injury
to an intra-abdominal vessel or viscera occurred. Accord-
ingly, the differential diagnosis of acute abdominal pain
following posterior lumbar disc surgery included vascular
injuries and intestinal perforation. Symptomatic perfora-
tion of the anterior longitudinal ligament during posterior
lumbar disc surgery is the most severe complication. In this
Figure 2 Abdominal computed tomography showing diffuse
dilatation of the small bowel loops (stars) with collapsed colon
lumen.
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annulus fibrosus or anterior longitudinal ligament during
surgery by retrieving irrigated normal saline instilled in the
disc space.
An internal hernia is an uncommon cause of small bowel
obstruction, which may be life-threatening because of the
risk of strangulation of the hernia segment in the small
bowel.3 The reported incidence of internal hernias ranges
from 0.6% to 5.8% of all small bowel obstructions. Trans-
mesenteric hernias account for approximately 5e10% of all
internal hernias. Herniation results from the intestine
prolapsing into an abnormal defect of the mesenterium,
but the cause of the mesenteric rent remains unclear.6 Most
defects in the mesentery are 2e5 cm in diameter and
typically congenital in origin and are located close to the
ligament of Treitz or the ileocaecal valve.7
Accurate preoperative diagnosis of an internal hernia is
typically difficult because of the nonspecific preoperativeFigure 3 (A) Arrows indicating an approximately 2e3 cm defe
jejunum. (B) The entrapped jejunum was viable and removed from
the portion of the jejunum constricted by the mesenteric defect.clinical and laboratory data presented. The clinical picture
of an internal hernia is that of mechanical small bowel
obstruction with a presentation of severe periumbilical
cramps, hyperactive bowel sounds, and progressive
distention. An abdominal CT scan is a useful tool to identify
small bowel obstructions, and a laparotomy is performed
for intestinal obstruction. Most reports of internal hernias
focus on pathophysiology and do not address the correla-
tion between internal hernia and a patient’s body posture,
which may predispose a patient to small bowel obstruction.
Our patient, having no history of trauma or previous oper-
ations, developed a small bowel obstruction caused by in-
ternal hernia after a lumbar microscopic discectomy in
which a prone position was necessary. This led to a review
of relevant previous studies in search of an association
between body position and the development of small bowel
obstruction resulting from an internal hernia. According to
the literature review, this case is the first report of a small
bowel obstruction related to a transmesenteric hernia after
lumbar microscopic discectomy.
It has been proposed that an increase in intra-abdominal
pressure (IAP) may cause the intestine to prolapse into a
transmesenteric hernia. This increase in IAP may be due to
the prone position adopted while a patient undergoes
microscopic discectomy. The prone positioning, which is
necessary for lumbar microscopic discectomy, has been
studied by numerous researchers to determine its effect on
IAP. However, although several authors have claimed that
IAP increases in the prone position, other research has
revealed no change in IAP in patients who were in the prone
position.8 Despite a lack of consensus, based on the current
literature, De Keulenaer et al8 advised that specific atten-
tion should be given to allowing the abdomen to hang free.
In this study, the patient was positioned in a prone
posture, but his IAP appeared to be within the normal
range. However, an episode of involuntary abdominal wall
contractions can occur following microscopic discectomy in
the recovery stage after using general anesthesia, which
may have led to the Valsalva maneuver effect and may have
caused an increase in IAP in our patient.9 The hypothesis in
this study was that the abrupt increase of IAP may have
caused the intestine to prolapse through the mesenteric
defect. The entrapped jejunum was then tightly con-
stricted by the mesenteric defect and confined, leading to
obstruction of the small bowel.ct in the ileum mesentery, trapping a short segment of the
the mesenteric defect without resection. The arrow indicates
(C) The arrow shows the repaired transmesenteric defect.
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